Introduction
In several western countries, work ability is a central concept in legislation regulating social insurance. A focus on individuals' abilities rather than impairments has also come to shape disability management services in order to counter social exclusion from the labour market [1, 2] . However, in welfare policy and practical work it is unclear what the concept of work ability involves and definitions and assessments can be different among involved organizations and professionals [3] .
As research on work ability is conducted within several disciplines and with different theoretical approaches the concept may be understood and used differently. There is no established common method for measuring or identifying work ability. However, theoretical research and models can create a conceptual framework for understanding and assessing work ability. From a biomedical point of view, work ability is defined in relation to a person's functional capacity. Independent of work-and life conditions, work disability is considered to be an individual incapacity where a person is unable to perform certain activities due to a medical condition. During the last decades, the biomedical model has been called into question and more comprehensive perspectives on work ability have developed. Models based on a so-called biopsychosocial view have emerged where work ability is assessed as the individual's functional capacity and reduction in activity and participation, in particular the ability to perform ordinary work tasks [4] . In line with this perspective, theoretical research has generally advocated a holistic view on work ability, which is discussed as a multidimensional and relational concept. It is emphasized that the assessment of work ability must be made in relation to a set of circumstances and requirements [5] [6] [7] . Ilmarinen [5] describes work ability as a result of the interaction between individual and work and reflects a process of how human resources are related to physical, mental and societal demands at work. Human resources involve components such as health, functional capacities, education and motivation.
Nordenfelt [7] develops these ideas further and identify internal factors, opportunities and requirements as central dimensions for determining work ability. Internal factors comprise a person's health and formal competence but also various forms of personal characteristics such as being flexible and responsible, taking initiatives and being loyal to the employer. The opportunity dimension comprises various circumstances, in particular the work environment and whether the employer can make adjustments to the workplace. Opportunity for work also presupposes the existence of a job at the labour market, and whether there is an employer who is willing to employ the individual. The requirement dimension involves the goals of the specified work, for example what kind of tasks and duties that the employee is required to complete in order to have work ability at the workplace. Thus, work ability is dependent on the characteristics of the individual, the work environment and the specific tasks in interaction.
There is also research that analyzes how concepts such as work ability, disability and employability are constructed as categories within the social-and labour market policy [8] [9] [10] [11] [12] . These studies show how the categorization of individuals' work ability is created in a social and economic context where norms and values in the society have an impact on welfare state organizations' assessments' of work ability. Demands and changes at the labour market affect for example the assessments of work ability and employability [8, 9] . These studies emphasize that the focus on abilities is an expression of an individualization of social responsibility where reasons for social exclusion from the labor market (such as sickness absence and unemployment) are attributed to individual weaknesses and factors related to health. From this point of view, the individual is the subject for adaptation, change and activation in order to obtain and sustain work ability [8] [9] [10] [11] [12] .
The described perspectives and theoretical definitions of work ability are summarized in Table 1 .
To this point, studies that aim to improve knowledge about the relation between theoretical aspects of work ability, in relation to regulations and practice in work ability assessments are sparse. This study focuses on the assessment of work ability within the Swedish social insurance system, and how actual practice is related to regulations and research regarding work ability.
Aim
The aim of this study is to analyze central stakeholders' perspectives on work ability by studying multi-stakeholder meetings held to discuss sick-listed individuals' work ability and rehabilitation needs. The focus is on how the different stakeholders interpret, discuss and assess work ability in relation to theoretical and legal aspects of work ability.
The Swedish Social Security System
Sweden's social security system has been described as a social democratic welfare regime, with high replacement rates and active labour market policies [13] . The recent development of the system has been characterized as a movement from structural social security through income insurance toward individualized measures for supporting people's participation on the labour market [14] . With an increased emphasis on individual responsibility and duty towards the society, social rights have to a greater extent become associated with work and activity. A basic idea with this development is to promote activation: all citizens (including the most disabled ones) shall take responsibility for their own and the society's development, based on the assumption that work in itself leads to good health and well being [2] . In Swedish legislation, disease and work inability are the two basic criteria for entitlement to compensation from the public sickness insurance. To be eligible for sickness benefits, three conditions need to be fulfilled. Firstly, there must be a medical diagnosis, which secondly implies a reduction of the individual's functional capacity. This reduction, thirdly, must imply work disability to at least 25 %. In the assessment of work ability, social or economic circumstances must not be taken into account. After a certain period of time, the assessment is broadened from the specific job to the labour market at large.
Between the late 1970s and mid 1990s the regulation regarding citizens entitlement to sickness benefits took into account occupational, economic and social related conditions. However, during the mid 1990's, regulations changed, where it was clarified that the assessment of right to sickness benefits should be based solely on medical criteria. From that time, work disability in Swedish legislation is largely defined from a biomedical point of view, that is, as an individual problem caused by an injury or disease. Entitlement to compensation should only be assessed in relation to how the disease affects the ability to work. The starting point at policy level was that if an individual has difficulty maintaining employment despite diseases it is primarily a labour market problem-and therefore not a responsibility for the sickness insurance and the Swedish Social Insurance Agency [15] . The aim of these changes was to reduce the economic costs of the sickness insurance by reducing the number of people who are entitled to sickness benefits [15] .
The main actor in Swedish social insurance is the Swedish Social Insurance Agency (SSIA), which is a governmental authority responsible for administrating and coordinating sickness insurance and return to work. Meanwhile, a large number of other organizations, professions and disciplines are involved in this process, mainly physicians and rehabilitation professionals in primary or occupational health care, employers, the Swedish Public Employment Service and municipalities. These stakeholders have all different tasks and responsibilities in the return to work process of sick-listed individuals.
Methods

Study Setting and Sample
To facilitate stakeholder communication, ''status meetings'' were introduced in Swedish social sickness in 2003.
The status meetings were formulated at the policy level as a tool that would benefit both the citizen and society in terms of reduced costs for people on sick leave [16] . A status meeting is formally described as a multi-stakeholder meeting in which the sick-listed person, the SSIA and at least one additional stakeholder (for example the physician or the employer) participates. The legislation underlines that the intention with the status meeting is to assess the individual's work ability and rehabilitation needs [17] . The assumption is that, by bringing the stakeholders together ''around one table'', the meeting will lead to a joint assessment of work ability and appropriate interventions that promote the individuals' return to work process. The basic idea behind the status meeting is the expectation that the meeting will create cooperation and consensus among involved actors and promotes an effective return to work. The status meeting as a policy instrument has both a controlling and a supportive function. The controlling function is to gather information to assess an individual's right to sickness benefits, while the supporting function is consideration of rehabilitation measures that will promote return to work (Fig. 1 ).
Data Collection
The data of this study comprise nine digitally recorded status meetings collected from 2007 to 2008 in Sweden by one researcher (PB) taking part in the meetings as a nonparticipating observer [18] . SSIA team managers were contacted and asked to invite SSIA officials to participate Fig. 1 The status meeting as a multi-stakeholder arena to assess work ability and return to work. Union representatives may participate on request of the sick-listed person in the study. Six officials contributed with in total nine meetings. Stakeholders participating in the meetings were representatives from the SSIA, the Swedish Public Employment Service, healthcare, employers and, in one case, the union (see Table 2 ). Some workers were sick-listed and partially employed; others were sick-listed and unemployed. The ambition was to obtain a large variation of participants regarding the sick-listed persons' sex, age, time on sick-leave and diagnoses. However, the sample criteria were more difficult than expected to achieve regarding variation in diagnoses. The most obvious reason seemed to be related to the fact that all people involved needed to have time to be consulted and give their consent for participation in the study. Another reason could be a re-organization of the SSIA that took place at the same time which may have increased the workload for the officials participating in the meetings. In light of this, all meetings available to the researchers were included in the study.
Status meeting
The status meetings lasted on average 40 min. The shortest meeting took 20 min and the longest 1 h and 50 min. The digitally recorded meetings were transcribed verbatim. The analysis in this article is based on the recordings and transcriptions from the meetings.
Method of Analysis
A qualitative content analysis of the status meetings was carried out [19] . The study examined the manifest and latent content of the material with a focus on both the visible components and underlying meaning of the text [20] . The analysis process was performed in several steps and the authors met regularly to systematically discuss the categorization of the empirical material. Initially, the meetings were listened to and read through several times by the first author (IS) which resulted in a preliminary thematization of the material. This contained a description of phases in the meetings (such as discussions about the aim of the meeting, medical condition, rehabilitation and return to work). Based on these phases, stakeholders' perspectives on work ability were interpreted in collaboration with all authors. The suggested thematization was discussed and revised several times until the authors agreed on a thematic structure that was well grounded in the data material.
Minor corrections in citations have been made to improve readability. Transcripts were edited so that potentially identifying information like names, places and workplaces were modified or deleted entirely.
The study was approved by the regional ethics board in Linköping, Sweden. The study took into account basic ethical principles concerning informed consent, confidentiality and not causing harm to participants.
Results
The meetings took place in an intersection between organizations with different rules and organizational logics. The discussions were characterized by a negotiation of work ability, which had consequences for which of the actors should take responsibility for the rehabilitation process. Three perspectives on work ability became apparent: a medical perspective, a workplace perspective and a regulatory perspective.
Work Ability as a Medical Question
The discussions during the first part of the meetings were mainly characterized by a medical and individual perspective on work ability. The sick-listed persons' health and disability served as starting points for the discussions on work ability and return to work. The causes of the persons' sick leave were formulated in medical terms such as ''neck and back pain'', ''nerve damage'' and ''age-related changes''. It was especially the sick-listed person and representatives from health care who played a prominent Medical professionals like physicians, physical therapists and occupational therapists had a central role in defining the prerequisites for returning to work, and in a few examples (where the individual was unemployed), rehabilitation professionals in alliance with the individual tried to convince the SSIA official of the importance of work oriented efforts (e.g. education or work placement). Health care representatives could also take the role as a ''spokesperson'' for the sick-listed person in question by describing the individuals' situation and problems to the SSIA official. In these cases the sick listed individuals had a relatively withdrawn role and the discussion was mainly between the health care and the other involved stakeholders.
SSIA: But you're right. These water exercises that made [the sick-listed person] feel better. Is it possible to take it up when the knee is better? Health care: Yes, she didn't actually complete it. Generally there's a fifteen session training allowance. During a time period of seven-eight weeks and they weren't actually completed. We interrupted them after you'd been for physiotherapy or to the swimming pool a few times right? And then you fell and suffered a fracture. So you had actually just started so to say. SSIA: So when will the arm be completely healed?
Health care: I suppose middle of March, beginning of April sometime, depending on the progress of the pain and mobility it's possible to take it up again. (Status meeting 8)
Except illustrating health care representatives' role as spokespersons, the quotation also show the importance of medical statements during meetings. Health care actors represented the ''expert knowledge'' in terms of their medical certificates, medical assessments and statements which SSIA officials requested and took into account. The importance of medical information became particularly apparent in cases when medical reports from physicians were missing or when health care representatives were not present during meetings.
Work Ability as a Workplace Question
Generally, in the second part of the meetings, work ability was discussed in relation to workplace demands. The stakeholders raised various factors related to the workplace or working life that were considered influential for determining the individuals' work ability. The SSIA officials highlighted the workplace as an arena for possible adjustments in order to regain and sustain work ability. Officials' questions to the employers concerned possibilities for part time work, alternative placements, changed work tasks and the access to working tools. Employers, on the other hand, mainly emphasized workplace barriers for individuals' return to work. Employers (and at times also the sick-listed persons themselves) often stressed the individuals' lack of health in relation to work demands. Thus, employers generally referred to a medical perspective on work ability to legitimize why the individual could not return to work and why they experienced difficulties in adjusting the workplace. Medical treatment and rehabilitation was preferred to workplace adaptations for regaining work ability. This focus on barriers may be exemplified with an individual on sick leave from a decorator company. The workplace perspective was also reflected when causes of ill health were discussed, especially when the problems could be related to poor working conditions. In one meeting, a physical therapist described the sick-listed person's condition as related to factors at the workplace:
Health care: The cause of these types of problems is of course really difficult to say, that is, when there's no acute trauma involved. But the way you described your working situation before this came about or at the time it came about was that you found it very stressful at work, that there were a lot of work tasks that you didn't have time to do. You felt that you didn't have time for coffee breaks and worked overtime without pay just to manage. (Status meeting 8)
Besides work demands, employers also emphasized the production perspective and the economic goals of their organization. The size of the company seemed to matter for the possibility to find alternative work tasks, which was described as more difficult in smaller companies. Employers suggested that the responsibility for rehabilitation and workplace adjustments was restricted by the economic limitations of the organization.
Employer: We are obliged to adjust as much as possible but -but there has to be a need. There has to be a job that a manager is willing to pay a salary for.
(Status meeting 7)
Although employers often expressed difficulties in adjusting workplaces, there were also meetings where employers had or were intending to adjust the workplace. In one example, an employer suggested that an ergonomist from the occupational healthcare should assess the physical work environment in relation to the individual's work ability. The discussions on return to work often ended up with an assessment of the relation between the individual's physical capacities and the job requirements. Employers took different perspectives on work place adjustments, depending on the influence of the production perspective.
Work Ability as a Regulatory Question
One purpose of the status meeting for the SSIA is to facilitate assessments of individuals' right to economic compensation and rehabilitation measures from the sickness insurance system. In several cases it became apparent how the SSIA officials strove to classify individuals' work ability in relation to administrative categories. The regulatory framework was reflected through the assessment of individuals' work ability in fixed percentages in relation to compensation levels in the sickness insurance. The assessment of work ability as an administrative categorization thus became something all stakeholders related to and took into account. In this example, the uncertain assessment of the physician was translated into a formal decision, where work ability was estimated in relation to the regulatory framework, and where the uncertainty in this stage was downplayed.
Estimations from physicians were generally a key factor and used as objective statements, which also became apparent in cases when reports from physicians were missing or when actors from health care were not present. In these situations, there was an interruption of the meeting because medical information was missing and it became difficult to continue and make decisions.
A Negotiation of Responsibility
The status meeting took place on an arena where multiple organizations with different rules and practices are represented, and it often developed into a kind of negotiation regarding which organization was responsible for the sicklisted person. The negotiations concerned responsibility for workplace adjustments, rehabilitation efforts and financing. In these situations it became clear how different regulations and organizational logics influenced different stakeholders' arguments. Health care representatives mainly emphasized medical barriers for the individual's return to work, while the SSIA people generally argued from a regulatory point of view, trying to get other stakeholders involved in the individuals' return to work processes. Employers frequently referred to a medical perspective to legitimize the person's sick leave and absence from work, while simultaneously expressing difficulties about making workplace adjustments. The SSIA officials often asked employers about possible workplace adjustments, using medical statements to legitimize their suggestions, for example when an official referred to a medical certificate saying that the sick-listed person should avoid heavy lifting and that administrative working tasks were preferred. The discussions regarding workplace adjustments developed into a negotiation between the SSIA official and the municipal employer. All stakeholders treated medical statements as descriptions of objective facts, to legitimize their positions. Professionals such as physicians, physical therapists and occupational therapists thus came to represent ''expert knowledge''. Employers referred to the health care system being responsible of the individual. In one meeting, the employer pointed out that the responsibility lies on health care system if the individual does not have work ability after medical treatment and rehabilitation. The employer argued that it is a medical matter whether the person can work in the future, revealing a clear demarcation in the perception of work ability and rehabilitation responsibilities. In cases where the individual was sick-listed and unemployed, a representative from the Swedish Public Employment Service could participate in the meeting. At one meeting, there was a disagreement between the officials from the SSIA and the Public Employment Service where the regulations of the two governmental organizations collided. The Public Employment Service could not start an intervention with the individual before SSIA had completed the case. They required that the individual be re-categorized from ''sick-listed'' to ''unemployed'', which in bureaucratic terms would imply that the Public Employment Service had the formal responsibility for the person and thus could initiate labour market measures.
Swedish public Employment Service: To begin with, the requirement is that he isn't sick-listed but unemployed. Although we don't go in and launch an investigation if he needs more medical rehabilitation. In which case we don't initiate anything. SSIA: No. Because that was the thought if you could even though [the sick listed individual] is sick-listed, you could still could go in and do something SPES: No, it's SSIAs' responsibility in that case. (Status meeting 4) The discussions during the meetings revolved around a variety of medical and workplace-based obstacles for return to work. In more complex cases involving people who were both sick-listed and unemployed, the individuals' education and their work experience sometimes was considered, in terms of different forms of active labour market-oriented measures for SSIA to apply in order to promote work ability and the entrance of the individual to the labour market.
In summary, three perspectives on work ability were identified in the analysis: a medical perspective, a workplace perspective and a regulatory perspective. SSIA frequently emphasized the workplace's central role to promote work ability of the individual. Contrary to this, employers mainly stressed medical impairments and workplace requirements as main problems for the employee's ability to work. Health care actors regularly emphasized medical barriers and obstacles which were assumed to reduce the individual's work ability. It also became apparent how the stakeholders' assessments of work ability were affected by the regulatory framework in the sickness insurance. Although different perspective on work ability could be linked to specific stakeholders, the actors often adapted their positions to each other's perspectives through negotiations. Table 3 reviews different factors that the stakeholders' emphasized as important for work ability and return to work, as they emerged in the analysis of the empirical material.
Discussion
One formal objective with the status meeting was for involved actors to collaborate to meet the rehabilitation needs of the individuals. However, contrary to policy ideal the results show how the meetings developed into an arena for negotiations about work ability and who was responsible for the individual's rehabilitation, return to work and financial support. In these negotiations it became clear how stakeholders used medical statements as objective facts to legitimize arguments about work ability and return to work. The meeting maintained organizational boundaries rather than overcame them; the discussions were based on different institutional needs, with the individuals' needs as only one element. The findings demonstrate an unequal distribution of power among cooperating actors where the employers was an influential negotiator because they were able to say that they can or cannot accommodate the individual.
Work Ability as Relational but Dependent on Medical Statements
The results of the study show how individuals' work ability and opportunities for return to work were not only dependent on the medical assessment of disability, but largely also on employers' offer of workplace adjustments. Hence, the assessment of the work ability is in practice based on the relationship between individual abilities and Work ability is assessed based on medical certificates and how the diagnose affects the ability to work Work ability depends on employers' possibilities to offer workplace adjustments Work ability as an administrative/bureaucratic category with the SSIA as a gatekeeper. Work ability is assessed in fixed percentages in relation to criteria for entitlement to sickness benefits Health Care Focus on medical treatment and rehabilitation Assessments of work ability are made despite limited knowledge of the workplace Requirement to adapt work ability assessments to fixed percentages based on compensation levels in the sickness insurance Employers Medical impairments as a main problem for individuals' inability to work. Employers use medical statements as expert knowledge when considering work ability A focus on individuals' lack of health in relation to workplace demands.
Production perspective and economic goals of the organizations as important factors
Employers' possibilities and willingness to offer adjustments determine return to work, and thereby influence entitlement to sickness benefits job characteristics, rather than the strict medical assessment [5] [6] [7] . However, the medical statements were of great importance in the discussions of work ability and return to work. The stakeholders had difficulties with arguing around work ability and return to work without support from medical statements, which came to serve as objective expert opinions in the discussions. The medical statements were used to legitimize the stakeholders' different standpoints regarding work ability and return to work measures. When employers expressed difficulties in making workplace adjustments, medical statements were consulted for classifying the situation as based on medical problems, which could mainly be addressed through medical treatment and rehabilitation. Although the medical statements were sometimes based on vague estimations, these statements and the quantitative assessments of work ability (in fixed percentages) were used by the stakeholders to legitimize their perspectives on whether or not they should be responsible for making rehabilitation measures. In light of this, the process of assessing work ability during the status meeting can be understood from a regulatory perspective, where involved actors have to adapt the work ability assessments to the sickness insurances' regulatory framework. From a welfare state perspective the assessment of work ability can be understood as an administrative categorization that helps SSIA to distinguish those individuals who are entitled to benefits provided by sickness insurance [21, 22] .
Medical assessments have in most western countries come to play an increasingly important role in decisions about peoples' right to social benefits [22, 23] . The influence of medical expertise and medical professions has increased within welfare state institutions both on a policy level and in local practice. In Sweden and other western countries, physicians have a central function in assessing work disability, which makes them gatekeepers to benefits from the sickness insurance [24] . Health care professionals thus have a prominent role in identifying problems and solutions for work disability. This development has in the literature been described as a form of medicalization, where social and personal conditions are transformed and labeled as medical and individual problems, and contextual and environmental factors (such as work environment and work organization) are often downplayed [25] .
Employers' Impact on Work Ability
The focus on individuals' work ability and active interventions imposes several requirements on the involved organizations. The SSIA has an overall responsibility for individuals' sick leave and return to work. The findings of this study illustrate the importance and influence of employer perspectives in this process. A condition for work ability and return to work is employer provision of workplace accommodations and the very existence of a job to which individuals can return. These findings go in line with Nordenfelt's theoretical analysis of work ability where the opportunity-and requirement dimensions of the concept emerged as central elements in the discussions [7] . Employers' offer of workplace adjustment influenced the overall assessment of work ability. Demands at work and what kind of tasks the employer expected the individual to perform also affected the understanding of work ability.
Globalization, new technologies and the transition from an industrial to a knowledge-and service-based society have resulted in new working tasks and jobs [26] . New relations between employers and employees have emerged due to a transition from regular long term employment towards part-time and temporary work arrangements [27] . Today's flexible work life is demanding for the individuals, as reflected in an under-representation of employees with disabilities in the Swedish labour market [28] . This study show how both work requirements and employers' need of manpower affected the stakeholders' perspectives and attitudes towards work ability and rehabilitation efforts [7] . Employers emphasized for example that there must be a ''need'' and a ''demand'' of manpower before being able to adapt working tasks. This production-oriented perspective on work ability became apparent when economic goals and costs were stressed as factors that influenced employers' ability to make accommodations. These findings are in accordance with other studies that underline employers' cost concerns regarding return to work measures or hiring people with disabilities [29, 30] . Meanwhile, previous research shows a relation between company size and the presence of return to work measures. In comparison with larger companies, small and medium sized companies generally put less financial resources on health and safety activities [31] . Baril et al. [31] showed that larger companies have a more generous approach regarding health and safety management, which enabled work modifications. Larger companies also have a variety of working tasks to offer, which allow employees with reduced work ability to work temporarily with things that are less demanding [31] . However, it appears that small company size is not the only constraint. In this study, one of the larger employers, a municipality, did not utilize the opportunities to find other work tasks within the organization and stated that return to work only was possible to the original job. Indeed, a lack of health and safety resources and a lack of clear local policies for managing early return to work can result in solutions based on expense avoidance rather than on work rehabilitation. Employers tend to focus on their own business and production logic [29] .
Previous studies have emphasized the importance of workplace adjustments to ensure individuals' health and work ability. High adjustment latitude at workplaces has been shown to increase peoples' likelihood of returning to work after being on long-term sick leave [32, 33] . Modified work programs have also been shown to facilitate employees' return to work and reduce the number of lost work days [32] . However, as the health needs of the worker can be at odds with the financial needs of the employer, these programs may not always be implementable.
Barriers for a Common Holistic Approach and Responsibility
Studies of work disability prevention have shown that the workplace, the health care system and the compensation system (and their interactions) have an impact on individuals' practical opportunities to return to work. Increased communication, cooperation and a broader understanding of work disability are identified to be of great importance for a successful return to work process [34, 35] .
The findings demonstrate that the assessment of work ability took place in the intersection between organizations with different rules and logics, where organizational boundaries implied difficulties for stakeholders to collaborate and agree on responsibilities and common solutions for return to work efforts. It seemed difficult to attain a common holistic approach on work ability and the return to work process. The SSIA's focus on return to work in several cases collided with the employers' perspectives, where it was emphasized that the individual's work ability was not consistent with the production requirements at the workplace. The assessment of work ability was thus in practice influenced by the stakeholders' views on what measures were necessary to regain work ability and return to work. Although both the SSIA officials' questions about possible workplace adjustments and the employers' arguments about work requirements illustrate a relational analysis of the concept, the negotiations among the actors still often developed into medical discussions, where work disability was formulated as a medical problem that could mainly be addressed through medical treatment and rehabilitation [7] . From an employer perspective, it was reasonable to argue that work disability was a medical matter and therefore the responsibility of the health care system. In cases where employers did not consider themselves able to adapt the workplaces, the SSIA officials had little room for action. Hence, it was the employer's interpretation of the medical statements that often determined whether or not a person could return to work, i.e., whether they were work disabled or not.
A lack of a holistic and common social responsibility of the individual can be understood in relation to administrative changes in the public sector since the 1980s. Based on ideational goods of New Public Management, the public sector in western countries has undergone innumerable reforms in the last decades [36] [37] [38] . The development has been described as a rise of an ''audit society'' where businesslike measurement models have been introduced in order to measure public sector performance [39] . Positive arguments behind the New Public Management-reforms are that they will result in an efficient public sector with an increased transparency of the administration. The focus on accountability is assumed to lead to better organizational performance, improved service and attention to the authorities' ''clients'' or ''customers'' [40] . However, organizational research shows that in line with the implementation of these regulating principles, strong organizational identities within the public sector have emerged, in terms of increased autonomy, boundaries and collective resources among public services [41] . Collaboration in itself may hence be a popular term to use, but difficult to realize because regulations, goals and guidelines between organizations are different.
The findings of this study demonstrate difficulties for the welfare state organizations and employers to have a holistic view on the individual and share a common social responsibility of the citizens. Multi-stakeholder meetings as a work method for collaboration and consensus around work ability and return to work hence runs the risk of maintaining organizational boundaries rather than being a tool to overcome them. The results also highlight the power dimension of multi-stakeholder arrangements. The analyses of the status meetings demonstrate an unequal power distribution among cooperating actors where the employers often determined whether or not persons could return to work.
Methodological Considerations
This study is based on an empirical material from regular practice, and the recorded status meetings would have taken place regardless of the study. Through non-participating observations it has been possible to directly capture cultural and social aspects of the discussions, which is a strength of the study. The selection of studied meetings was done by SSIA team managers, who invited SSIA officials to participate in the study. Therefore, there is a possibility that the meetings offered by the SSIA officials were considered to be uncomplicated case. Another possible limitation is that a majority of the meetings were based on cases where the diagnosis was of a physical character, which may have affected the stakeholders' discussions on work ability and return to work measures. The material further consists of a relatively small number of meetings. However, there are no reasons to assume that the results from this study cannot be transferred to other meetings and contexts, since organizational cooperation such as multi-stakeholder meetings involving assessments of work ability is frequent in a Swedish and an international context. The credibility of the study is strengthened by discussions and examinations of the co-authors during the analytic process. Emerging findings and manuscripts have also systematically been discussed as continuous quality checks in order to achieve trustworthiness.
Conclusions
The aim of this study was to analyze central stakeholders' perspectives on work ability by analyzing how actors in multi-stakeholders meetings interpreted, discussed and assessed work ability in relation to theoretical and legal aspects of the concept. The results of the study illustrate that the theoretical analysis of work ability presented in the introduction is applicable also to local practice [5] [6] [7] . In particular, the opportunity-and requirement dimension in Nordenfelt's theoretical analysis of work ability emerged as central elements [7] . The findings demonstrate difficulties for actors within the Swedish welfare system to assess work ability from a common holistic point of view and to share a social responsibility of the individual. Instead, the meetings developed into negotiations of responsibility concerning workplace adjustments, rehabilitation efforts and financial support. In the negotiations, the employers had the ''trump card'' due to their possibilities to offer workplace adjustments, illustrating an unequal distribution of power among the cooperating actors. The existence of alternative or adjusted working tasks at the workplace hence often determined whether persons could return to work, i.e., whether they were considered to have work ability or not. Finally, this study encourages further research on the balance of power within multi-stakeholder arrangements and how actors' different organizational logics, interests and power resources can affect assessments of work ability and return to work processes of individuals.
